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MISSION  STATEMENT 


The  mission  of  the  Cultural  and  Linguistic  Requirements  Subgroup  is  to  recommend  the 
standards  for  provision,  monitoring  and  enforcement  of  culturally  appropriate  and  linguistically 
competent  services  as  part  of  the  Medi-Cal  Managed  Care  Program.  This  subgroup  provides 
a  forum  for  input  and  discussion  on  the  provision  of  culturally  competent  services  for  the  diverse 
racial  and  ethnic  population  groups  of  California.  The  membership  of  the  group  includes 
consumer  advocates  and  representatives  of  community  clinics,  health  maintenance  organizations, 
and  state  and  local  health  departments.  This  subgroup  works  collaboratively  with  the  California 
Cultural  Competency  Project  of  the  Institute  for  the  Study  of  Social  Change  of  the  University 
of  California  at  Berkeley. 

BACKGROUND  AND  MAJOR  RECOMMENDATIONS  OF  THE  SUBGROUP 

A.  Workgroup  Process 

The  Cultural  and  Linguistic  Requirements  Subgroup  is  one  of  the  four  subgroups  under  the 
Program  Design  Workgroup,  co-chaired  by  Jose  Fernandez,  Deputy  Director  of  Medical 
Services,  and  Dr.  George  Rutherford,  Deputy  Director  of  Prevention  Services.  First  convened 
in  mid-September  1993,  this  advisory  group  met  four  times  during  a  period  of  10  weeks  to 
accomplish  this  ambitious  task  of  setting  standards  for  cultural  and  linguistic  competent  services 
in  the  Medi-Cal  Managed  Care  Program.  Using  the  framework  provided  in  the  Medi-Cal 
Managed  Care  Strategic  Plan,  the  group  began  its  work  by  identifying  a  long  list  of  pertinent 
issues  which  it  categorized  into  nine  major  areas  of  focus.  Each  area  of  focus  was  then 
developed  into  a  policy  paper  with  recommended  standards.  A  lead  person  was  identified  for 
each  topic,  who  in  turn  worked  with  a  smaller  number  of  individuals  to  draft  recommendations 
and  policy  papers  for  review  and  approval  by  the  subgroup  at-large.  In  Sections  V.  and  VI., 
respectively,  are  the  Subgroup  Membership  List  and  Committee  Assignments.  The  group's 
recommendations  are  presented  in  the  following  nine  policy  papers  (Section  IV.). 

B.  Guiding  Principles 

Although  there  is  general  agreement  from  all  parties  for  the  need  and  desire  for  culturally 
competent  programs,  the  development  of  standards  and  criteria  for  what  constitutes  cultural  and 
linguistic  competency  has  been  virtually  unexplored.  Along  with  the  California  Cultural 
Competency  Project,  this  Subgroup  represents  one  of  the  first  endeavor  in  the  Nation  to  bring 
together  a  broad  spectrum  of  individuals  and  agencies,  from  consumer  advocates  to  service 
providers,  to  discuss  the  issues  and  to  operationalize  cultural  competency  for  a  major  health 
program.  The  recommendations  contained  within  this  document  represent  the  minimum 
standards—in  fact,  a  starting  point— for  the  provision  of  culturally  competent  services.  It  was 
recognized  by  the  Subgroup  that  the  ideal  cultural  and  linguistic  competent  program  is  not 
possible  from  the  "get-go",  but  that  program  requirements  needed  to  be  phased  in.  As  such,  the 
work  of  this  committee  must  be  continued  to  further  operationalize  cultural  competency  in  the 
Medi-Cal  Managed  Care  Program  and  to  annually  reassess  the  recommendations  set  forth  in  this 
document. 


The  provision  of  culturally  and  linguistically  competent  services  to  the  diverse  population  groups 
to  be  enrolled  in  the  Medi-Cal  Managed  Care  program  is  challenging.  This  challenge  requires 
that  new  plans  and  existing  plans  serving  new  areas  become  partners  with  the  traditional  care 
providers  for  these  population  groups.  New  plans  should  continue  to  utilize  the  traditional 
providers  for  serving  the  health  care  needs  of  Medi-Cal  beneficiaries  and  make  use  of  their 
expertise  and  resources  in  the  area  of  cultural  and  linguistic  services.  However,  it  is  imperative 
that  all  plans  of  the  Medi-Cal  Managed  Care  Program  develop  or  enhance  their  internal  cultural 
and  linguistic  competence  if  indeed  the  Medi-Cal  beneficiaries  of  California  are  to  have  true 
choice  in  health  care. 

C.  Summary  of  Major  Recommendations 

1.  When  an  ethnic  group  with  limited  English  language  capability  is  five  percent  (5%)  or 
more  of  the  Medi-Cal  managed  care  (AFDC)  population  in  a  County  or  totals  100 
persons  or  more  within  the  geographic  service  area  of  the  plan,  bilingual  health  services 
will  be  required  at  all  key  points  of  patient  contact  in  addition  to  interpreter  services,  and 
bilingual  information  and  programs  (i.e.,  membership  assistance,  health  education,  plan 
coverage,  satisfaction  review). 

2.  Health  Care  Options  presentations  and  materials  should  reflect  the  choices  of  managed 
care  plans  with  accurate  information  about  specific  language  capability  of  providers,  and 
the  culturally  oriented  services  available  in  the  respective  plans. 

3.  The  availability  of  traditional  safety  net  providers,  with  proven  track  records  in  providing 
service  to  special  populations,  including  federally  qualified  health  centers  and  rural  and 
community-based  health  centers,  should  be  included  in  the  HCO  and  plan  presentations. 
The  relationship  of  these  providers  to  the  respective  plans,  when  applicable,  should  be 
included  in  the  presentations. 

4.  The  proposed  capitation  rates  should  factor  in  the  additional  costs  required  to  provide 
information  and  services  in  multiple  languages.  These  additional  cost  include  translated 
materials,  interpreters,  telephone  translation  services,  training,  etc. 

5.  To  ensure  community  involvement,  the  plan  should  establish  a  community  advisory 
committee,  composed  of  enrolled  Medi-Cal  Beneficiaries  and  other  community 
representatives.  This  committee  should  meet  at  least  quarterly  to  review  plan  services 
and  programs,  their  outcomes  and  any  patient  satisfaction  or  needs  assessment/survey 
to  further  identify  new  services  or  modifications  in  current  services. 

6.  For  a  fluent  bilingual  staff  member,  who  is  not  medically  trained,  to  qualify  as  an 
interpreter,  this  individual  must  complete  an  interpreter  course  of  at  least  4  hours  that 
covers  the  terms  and  concepts  associated  with  anatomy;  diseases,  particularly  diseases 
more  prevalent  among  the  target  population;  supplies  and  prosthetic  devices;  medication; 
and  cultural  beliefs  and  practices. 
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7.  Data  by  race,  ethnicity  and  language  should  be  collected,  reported  and  analyzed  on  the 
enrollee  population  of  the  service  area  and  on  its  enrollment/disenrollment  practices, 
service  utilization,  service  satisfaction,  etc.  Race,  ethnicity  and  language  categories  will 
allow  for  the  capture  of  data  on  ethnic  subpopulations  of  African  Americans, 
Asian/Pacific  Islanders,  Latinos  and  American  Indians,  as  well  as  for  racial  group 
aggregates. 


III.      GLOSSARY  OF  TERMS 

Culture  is  learned  behavior  which  is  shared  and  transmitted  among  members  of  a  group.  A 
cultural  group  is  defined  as  people  with  common  sense  of  identity-origin,  customs,  beliefs, 
lifestyles,  and  a  shared  language,  as  in  the  case  of  American  Sign  Language.  Culture  influences 
the  ways  in  which  health  and  illness  are  viewed,  the  responses  of  members  of  the  group  to 
perceived  illness  or  threat  of  illness,  and  the  group's  selection  of,  and  evaluations  of  health  care. 
Because  culture  is  learned,  cultures  are  subject  to  fairly  rapid  change  and  often  are  not  mutually 
exclusive.  An  individual  may  know  and  behave  with  respect  to  more  than  one  culture  in 
different  social  contexts,  including  providing  and  receiving  health  care.  1 

Culturally  Appropriate  means  the  capacity  of  individuals  or  organizations  to  effectively 
identify  the  health  practices  and  behaviors  of  target  populations  to  design  programs, 
interventions,  and  services  which  effectively  address  cultural  and  language  barriers  to  the 
delivery  of  appropriate  and  necessary  health  care  services;  and  to  evaluate  and  contribute 
to  the  ongoing  improvement  of  these  efforts.  Ultimately,  culturally  appropriate  services 
are  an  important  factor  in  improved  health  outcomes.  3 

Cultural  Competency  includes  learning,  accepting,  and  respecting  the  values,  norms  and 
traditions  of  cultural  groups.  Also,  it  means  appreciating  the  differences  and  similarities 
within,  among,  and  between  groups. 

Cultural  Relativity  means  that  any  behavior  must  be  judged  first  in  relation  to  the  context 
of  the  culture  in  which  it  occurs.  Thus,  health  care  providers  must  first  relate  to  their 
client's  interpretations  of  experiences  from  their  own  background  and  cultural  beliefs 
before  the  providers  can  effectively  intervene. 

Ethnicity  is  a  term  which  has  been  used  loosely  as  a  marker  or  statement  of  identity  with  a 
named  grouping  based  on  social  (including  own  or  ancestral  history  or  geographic  or  national 
origin),  or  linguistic,  cultural,  or  biological  characteristics,  or  political  affiliation.  Ethnic 
identifications  may  overlap  and  an  individual  may  identify  him  or  herself,  or  be  identified  with 
more  than  one  named  group  with  different  boundaries  in  different  social  contexts  (e.g. ,  Hispanic, 
Mexican,  Mexican-American,  Oaxacan,  Indio,  Mixtecan;  or  Indochinese,  Laotian,  Laotian 
Highlander,  Hmong,  Hmong  Der,  Hmong  Yang).  1 
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Health  Education  is  any  combination  of  learning  experiences  designed  to  facilitate  voluntary 
changes  in  behavior  conducive  to  improved  health.  Such  changes  may  be  in  individuals  (i.e., 
patient  education),  organizations,  or  communities  (i.e.,  population  based  education  programs).* 

Interpretation  is  explaining  the  meaning  of  one  language,  especially  in  speech  and  oral 
communication,  into  another  language.  In  health  services,  interpretation  involves  conveying  both 
the  literal  meaning  and  connotations  of  spoken  and  unspoken  communication  (i.e.,  body 
language,  mannerisms)  to  the  health  practitioner. 

A  qualified  interpreter  is  a  person  who  not  only  translates  orally  but  also  bridges 
the  cultural  gaps  present  in  cross-cultural  communication.  Ideally,  an  interpreter 
should  be  someone  who  is  trained  in  cross-cultural  interpretation;  trained  in  the 
health  care  field;  proficient  in  the  language  of  the  client  and  that  of  professionals; 
and  able  to  understand  and  respect  the  culture  of  the  client  and  that  of  the  health 
care  professionals.  Minimally,  an  interpreter  must  have  training  in  medical 
terminology,  an  understanding  of  the  significance  of  the  particular  health  matter 
being  discussed  as  well  as  an  understanding  of  the  importance  of  confidentiality.  4 

Language  is  the  medium  of  communication  shared  between  a  set  of  people.  Language  may  be 
spoken  or  written,  and  may  also  include  gestures.  Dialect  is  a  distinctive  communication 
medium  which  can  be  traced  historically  to  a  language,  but  which  may  not  be  mutually 
intelligible  with  other  dialects  related  to  the  same  language  group  or  family.1 

Race  is  biologically  defined  as  a  semi-closed  population  which  exhibits  certain  gene  frequencies 
which  may  distinguish  it  from  other  populations.  Because  this  is  a  biological  definition,  the  term 
race  when  used  in  this  way  may  have  biomedical  implications  important  to  the  provision  of 
health  services,  e.g.,  with  respect  to  genetically  linked  health  conditions.1 

Translation  is  putting  words  of  one  language  into  another  language,  particularly  in  written  form. 
In  health  services,  translation  is  used  when  converting  written  information  from  English-language 
medical  forms,  plan  information  brochures  and  other  health-related  materials  into  another 
language.  Many  materials,  particularly  health  education  materials,  should  not  be  translated 
without  reviewing  it  first  for  cultural  appropriateness. 


References: 


Data  Policy  Paper.    P.  Kunstadter,  L.  Piatt,  &  M.  Tirado.  October  1993. 

Derived  from  Toward  a  Healthy  Community.    Office  of  Disease  Prevention  and  Health 

Promotion,  U.S.  Department  of  Health  and  Human  Services. 
Expanding  Medi-Cal  Managed  Care  Plan.    California  Department  of  Health  Services 

March  1993. 

Strategies  for  working  with  culturally  diverse  communities  and  clients. 
Elizabeth  Randall-David.  1992 
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IV.     POLICY  PAPERS 


RECOMMENDED  STANDARDS  FOR  THE  CULTURAL  INDEX  OF 
ACCESSIBILITY  OF  CARE 

Title  VI  of  Civil  Rights  Act  of  1964 

This  law  (42  U.S.C.  Section  2000d,  45  C.F.R.  Part  80)  prohibits  recipients  of  federal 
financial  assistance  from  discriminating  against  persons  based  on  race,  color,  or  national 
origin.  This  has  been  interpreted  to  mean  that  a  limited  English  proficient  (LEP) 
individual  is  entitled  to  equal  access  and  participation  in  federally  funded  programs 
through  the  provision  of  bilingual  services.  Medi-Cal  provider/hospitals  who  "contract 
with  the  Department  of  Health  Services  are  therefore  required  to  ensure  that  bilingual 
translation  and  interpreter  services  are  available  to  all  non-English  and  limited  English 
speaking  beneficiaries  regardless  of  the  size  of  their  group  represented  in  the  population 
being  served."1 

Practices  could  be  found  to  be  discriminatory  to  LEP  persons  if  1)  services  are  more 
limited  in  scope  or  lower  in  quality  than  those  provided  to  other  persons;  2)  LEP  persons 
are  subjected  to  unreasonable  delays  in  the  delivery  of  services;  3)  LEP  persons  are 
required  to  provide  their  own  interpreters  or  to  pay  for  the  services  of  interpreters-  4) 
participation  in  a  program  or  activity  is  limited  or  based  on  English  proficiency  and/or 
5)  services  to  LEP  persons  are  not  as  effective.2 

Cultural  Index  Threshold 

When  an  ethnic  group  with  limited  English  language  capability  is  five  percent  f5%)  nr 
more  of  the  Medi-Cal  managed  care  (AFDC)  population  in  a  County  or  totals  100 
persons  or  more  within  the  geographic  service  area  of  the  plan,  bilingual  health  services 
at  all  key  points  of  patient  contact  will  be  required.  In  addition,  the  following  programs 
and  services  will  be  required  to  ensure  equal  access  to  the  highest  quality  of  care: 

O  Translated  Plan  Coverage  Information 

O  Bilingual  Health  Education  Programs 

O  Training  of  Health  Care  Providers  on  Utilization  of  Interpreters 

O  Screening  and  Certification  of  Interpreters 

O  Bilingual  Appointments  and  Medical  Advice 

O  Bilingual  Membership  Assistance  and  Satisfaction  Review 
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These  services  could  be  met  by  a  variety  of  methods,  based  on  feasibility  and  resources, 
and  tailored  to  meet  the  language  needs  of  ethnic  and  cultural  subpopulations. 
Accommodating  patients  who  have  language  and  cultural  needs  can  be  achieved  through 
a  system-wide  perspective  to  maximize  the  use  of  resources  among  all  providers  in  a 
managed  care  plan.  In-house  capacity  could  be  established  among  providers  within  the 
program  to  serve  a  high-volume  of  patients  with  a  particular  language/cultural  need. 
Subcontracts  could  be  established  with  culturally  competent  organizations,  such  as 
community  health  centers,  to  provide  linguistically  and  culturally  appropriate  services  to 
a  large  volume  of  members.  Resources  could  be  pooled  to  establish  a  language  bank  or 
interpreter  pool  which  could  compliment  or  improve  upon  the  AT  &  T  Language  Line. 


Condition  of  Contract 

All  Medi-Cal  Managed  Care  providers  must  ensure  that  their  services  are  accessible  to 
all  individuals,  regardless  of  limited  English  proficiency.  As  a  condition  for  contracting, 
all  health  plans  must: 

1)  collect  reliable  data  to  determine  the  extent  to  which  the  population  in  the  service 
area  is  of  limited  English  proficiency; 

2)  assess  and  substantiate  its  internal  capacity  to  serve  the  non-  or  limited-English 
proficient  population  in  its  service  area.  Internal  capacity  may  be  demonstrated 
by 

a)  the  number  of  bilingual  employees  available  at  each  contact  point  by  job  title 
and  language(s)  spoken; 

b)  specification  of  patient  contact  points  and  the  number  of  bilingual  employees 
available  at  each  contact  point  by  languages  spoken,  job  title,  and  hours  of 
availability; 

c)  evidence  of  established  relationships  with  community-based  organizations 
which  have  language  capacity;  and/or 

d)  utilization  of  language  banks  for  provision  of  interpreter  services. 

3)  Provide  and  maintain  written  documentation  on  the  English  proficiency  of 
population  served  and  the  plan's  internal  capacity  to  provide  language  services  for 
inspection  by  the  State  enforcement  authorities. 


References: 

1.  Medi-Cal  Memo,  John  Rodriquez,  Deputy  Director,  Medi-Cal  Care  Services,  Sacramento.  November  3,  1986. 
(Appendix  A) 

2.  Excerpt  from  Briefing  Paper  on  Bilingual  Service  Requirements  under  Title  VI.  Ira  Pollack.  Assistant  Regional 
Counsel,  Department  of  Health  and  Human  Services.  September  1993.  (Appendix  B) 
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B.       RECOMMENDED     STANDARDS     FOR     MEMBERSHIP  ASSISTANCE, 
ENROLLMENT,  BENEFITS/COVERAGE  AND  HEALTH  CARE  OPTIONS 

Membership  enrollment,  assistance,  information,  and  service  delivery  requires  system 
solutions. 

1 .  Health  Care  Options  (HCO)  presentations  and  materials  should  reflect  the  choices 
of  managed  care  plans  with  accurate  information  about  specific  languages  and  the 
culturally-oriented  services  available  in  the  respective  plans.  Suggested 
requirements  are  as  follows: 

a)  The  respective  plans  be  required  to  provide  lists  of  primary  care  providers 
by  medical  specialty,  ethnicity  and  languages  spoken,  other  services 
available  to  members,  access  for  persons  with  disabilities,  etc.  to  the  HCO 
staff  so  that  the  beneficiaries  can  gather  information  for  their  initial  plan 
choices  and  for  choosing  a  specific  provider. 

b)  Access  to  traditional  safety  net  providers,  with  proven  track  records  in 
providing  service  to  special  populations,  including  federally  qualified 
health  centers  and  rural  and  community  based  health  centers,  be  included 
in  HCO  and  Plan  presentations.  The  relationship  of  these  providers  to  the 
respective  Plans,  when  applicable,  should  be  included  in  the  presentations. 

c)  HCO  and  Plan  presentations  and  literature  be  required  to  include 
information  about  the  freedom  of  choice  and/or  provider  limitations  on 
family  planning.  The  information  should  include  freedom  of  choice  for 
family  planning  services  inside  or  outside  of  the  Plan  and  how  these 
services  would  or  would  not  be  covered  for  Plan  members. 

d)  Family  planning  services  for  minors  be  posted  and  included  in  oral  and 
tape  presentations  as  available  and  confidential.  Consideration  be  given 
to  how  the  adolescents  eligible  for  all  minor  consent  services  would  be 
informed  of  their  options  by  the  local  HCO,  the  county  welfare 
department  staff,  etc. 

e)  Local  area  HCOs  provide  a  toll-free,  multi-language  telephone  number  for 
individual  inquiries,  information  and  complaints. 

2.  Enrollment  in  a  plan  and  use  of  a  provider  is  a  series  of  stages.  Stage  I  is  the 
Health  Care  Options  presentation  to  provide  information  to  the  beneficiary  for  the 
purpose  of  selecting  a  managed  care  plan.  Stage  II  is  the  Plan  responsibility 
further  to  educate  and  explain  options  for  providers  within  the  respective  Plans. 
Suggested  requirements  are  as  follows: 
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a)  The  local  plans  and  the  local  HCO  be  required  to  complete  and  implement 
policies  and  procedures  to  educate  and  inform  the  beneficiaries  about  the 
processing  of  the  request  for  their  initial  self-determined  choice  of  a  plan 
and  any  subsequent  requests  for  changing  their  plan.  Since  a  member 
who  does  not  make  a  choice  by  the  second  month  is  automatically- 
assigned  (auto-assigned)  to  a  plan,  it  is  recommended  as  feasible  for  the 
auto-assignment  procedures  to  take  into  consideration  the  beneficiary's 
language  and  cultural  needs  and  preferences.  When  auto-assigned 
beneficiaries  request  to  change  plans,  the  HCO  and  the  plans  should  be 
required  to  process  the  change  within  one  month. 

b)  HCO  presentations  be  required  to  provide  factual  information  about 
providers  and,  as  appropriate,  highlight  variables  which  might  be  of 
interest  to  the  specific  audience. 

c)  Enrollment  information  for  specific  plans  -  printed  materials  -  posters, 
benefit  or  coverage  descriptions,  member  contracts  -  and  audio  or  video 
tapes  be  produced  in  languages  for  their  respective  language  groups  when 
5%  of  a  specific  language  group  of  plan  members  are  located  in  a  service 
area  within  30  minutes  driving  time.  Alternate  languages  should  be 
considered  when  the  members  speak  more  than  one  language,  e.g., 
Armenians  may  speak  Russian  as  well.  Russian  could  be  the  printed 
language  if  it  were  a  higher  percentage  of  Plan  Membership. 

The  staffing  of  the  Plan  and  HCO  to  serve  for  service  to  members  be  based  on 
a  minimum,  standard  percentage  of  5%  of  the  membership  in  the  service  area, 
rather  than  on  a  plan  wide  basis.  Because  the  census  distribution  is  a  little  too 
broad,  the  service  area  alternative  is  probably  workable  for  provider  groups.  A 
service  area  is  a  geographic  designated  area  for  the  provision  of  the  services'  A 
managed  care  plan  usually  consists  of  several  smaller  geographic  areas  which  are 
unique  in  their  community  development,  service,  language,  provider  facility 
locations  and  other  patterns.  Using  a  service  area  minimum  level  for  staffing  and 
printed  materials  allows  flexibility  for  plans  to  meet  the  needs  of  a  diverse 
community  in  a  way  which  can  be  linguistically  and  culturally  appropriate  and 
cost  effective  for  the  Plan.  When  the  language  population  for  a  service  area  is 
less  than  5%,  the  plans  be  required  to  provide  the  service  using  one  or  more  of 
the  alternate  methods  of  communication  listed  below. 

a)  Subcontracting  with  providers  who  can  offer  staff  with  the  specific 
language/cultural  orientation  and  skills; 

b)  Contracting  with  a  pool  of  interpreters  for  services  during  office  hours, 
etc.; 
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c)  Contracting  with  a  telecommunications  interpretation  system  for  translation 
in  examining  rooms  as  well  as  at  enrollment,  sales  or  member  services 
offices; 

d)  As  minimal  requirements,  printed  materials  -  enrollment  forms,  member 
handbooks  and  complaint  and  grievance  information  and  rights-  be 
provided  in  the  identified  5%  language  groups  of  the  Plan  membership; 
and 

e)  HCO  and  plans  be  required  to  provide  a  toll-free  number  and  telephone 
service  for  individuals  to  call  to  ask  questions  about  enrollment,  choices, 
changes  of  PCP,  claims,  complaints,  and  plan  policies.  The  toll-free 
number  response  system  would  include  translation  services  available  in 
order  for  questions  to  be  answered  when  no  designated  staff  member  is 
available  or  capable  of  answering  the  questions  in  the  language  of  the 
caller. 

Public  and  commercial  plan  marketing  practices,  including  print  materials,  radio 
and  television  ad's  and  other  techniques  for  informing  the  public  and  potential 
plan  Members,  be  monitored.  Selective  advertising  practices  should  not  be 
allowed.  Recommendations  are  as  follows: 

a)  Establishment  of  5-6  local,  geographically  placed  "peer  review 
monitoring"  committees,  e.g.,  the  Health  Alliance  or  groups  similar  to 
Los  Angeles  County's  Managed  Care  Planning  Council,  for  the  specific 
market  areas  to  monitor  marketing  practices.  All  printed,  visual  and 
audio  materials  from  all  providers  -  managed  care  and  fee-for-service  - 
be  reviewed  and  approved  for  factual  presentation  by  the  monitoring 
committee.  The  final  versions  be  reviewed  by  the  Department  of  Health 
Services  for  their  approval  prior  to  implementation. 

b)  Membership  of  the  monitoring  committee  to  include  representatives  of  all 
the  participating  plans,  consumer  representatives  and  HCO  representatives. 
This  is  intended  to  be  a  "self-policing"  or  monitoring  group  responsible 
for  communicating  with  the  potential  and  continuing  members. 
Participation  of  extraneous  advocates,  organizations  or  others  who  could 
eventually  represent  a  Plan  or  a  consumer,  would  be  more  appropriately 
addressed  at  the  respective  Plan's  governing  or  advisory  level  of 
consideration. 

c)  Complaints  about  misrepresentation  by  participating  Plans  or  outside 
providers  not  participating  in  the  managed  care  efforts,  be  referred  to  this 
group  for  review  and  recommendation  for  action  to  the  Department  of 
Health  Services  contract  manager.   The  Department  of  Health  Services 
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should  respond  to  the  complaint  about  misrepresentation  within  two 
weeks. 

5.  Enforcement  ultimately  can  be  financial  assessments  on  the  plans.  However,  the  real 
issue  to  provide  access  and  appropriate  services  to  Medi-Cal  beneficiaries.  Contract 
monitoring,  follow-up  and  corrective  actions  for  a  period  of  time  will  yield  better 
services  and  maintain  rather  than  an  initial  financial  sanction.  Financial  sanctions  and 
suspensions  of  contracts  would  be  the  next  to  last  resorts. 


ADDENDUM 
BASIC  ASSUMPTIONS 

REGULATORY  REQUIREMENTS:  The  current  Titles  22  and  10  PHP  regulations  are  the 
basic  regulatory  package  to  which  we  might  add  other  requirements  or  recommend  revisions  to 
the  existing  requirements. 

MEDI-CAL  BENEFITS:  The  Medi-Cal  benefit  package  is  the  basic  package  for  all  providers. 
The  plans,  which  are  at  risk,  are  capitated  to  provide  the  basic  services.  Providing  any 
additional  services  to  members  is  the  prerogative  of  the  respective  plans.  When  they  decide  they 
can  afford  it,  some  do  offer  additional  benefits  which  may  not  be  part  of  the  basic  Medi-Cal 
package  or  they  may  be  an  expansion  of  the  basic  package.  The  policy  should  stick  to  the  basic 
Medi-Cal  benefit  package  which,  in  some  cases,  is  a  better  package  than  those  of  commercial 
plans.  The  perception  should  be  that  all  members  of  any  plan  should  be  able  to  avail  him/herself 
of  that  service  if  he/she  and  the  provider  feel  it  is  medically  necessary  and  appropriate. 

Hence  we  did  not  address  the  requirement  for  alternative  health  services  because  they  are  a  state 
wide  Medi-Cal  benefit  issue  with  financial  implications,  state  regulations,  etc.  Individual  plans 
at  risk  for  the  services  could  consider  adding  them  but  there  may  be  no  procedure  codes 
currently  for  some  services  to  be  matched  with  the  information  system  requirements  on  the  long 
paid  claims  tape. 

CAPITATION  RATES:  One  subcommittee  member  mentioned  that  the  compensation  of 
providers  should  include  adverse  risk  and  the  social  severity  index  in  the  rate  calculations.  We 
recognize,  however,  that  the  rates  are  based  on  the  fee-for-service  expense  history  for  specific 
geographic  areas  which  means  that  high  cost  services  for  the  current  Medi-Cal  population  and 
the  respective  adverse  risks  are  calculated  in  the  rates.  However,  the  proposed  capitation  rates 
should  consider  the  additional  administrative  costs  for  providing  information  and  service  in  the 
multiple  languages. 
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WITH  OTHER  COMMITTEES: 

One  member  of  the  subcommittee  suggested  the  need  to  monitor  the  provision  of 
services  for  quality  of  care  and  the  capability  of  the  providers  to  address  the 
demands  made  of  them. 

Although  the  health  education  component  was  the  responsibility  of  another 
committee,  one  member  of  our  group  mentioned  the  need  to  offer  health 
education  courses  in  the  needed  languages  of  their  service  populations 
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RECOMMENDED  STANDARDS  FOR  HEALTH  CARE  PROVIDER  ORIENTATION 
AND  TRAINING 


The  Strategic  Plan  describes  the  Managed  Care  Plans'  responsibility  for  including 
culturally  and  linguistically  sensitive  orientation  and  training  as  follows: 

Managed  care  provider  orientation  and  training  program  must  include  components  designed  to 
facilitate  communication  with  non-English  speaking  patients  and  patients  who  do  not  hold 
mainstream  health  beliefs.  Specifically,  this  module  should  provide  the  Plan's  direct  care  giver 
the  following  (orientation  and  training  components): 

1 .  Orientation  to  the  effective  use  of  non-medically  trained  interpreters  to  take  patient  histories 
and  to  assist  with  other  communication  related  to  treating  the  patient; 

2.  Strategies  for  using  the  belief  patterns  and  family  support  systems  of  the  patients  to  promote 
adherence  to  the  course  of  treatment  as  well  as  assumption  of  personal  responsibility  for 
preventive  health  behaviors;  and 

3.  Background  information  for  identifying  and  treating  certain  diseases  and  health  condition  not 
commonly  found  in  the  dominant  patient  population. 

The  following  standards  further  define  adherence  to  the  program  components  above. 

1.  Direct  care  givers,  include,  but  are  not  limited  to  physicians,  nurses,  medical 
assistants,  aides,  therapists,  technicians,  discharge  planners,  medical  social  workers, 
nutritionists. 

2.  The  orientation  and  training  program  should  include  the  Health  Plan's  policies 
regarding  support  of  patient  rights,  including: 

a.  considerate  care  that  respects  the  patient's  personal  values  and  belief  systems; 

b.  informed  participation  in  decision  regarding  his/her  medical  care; 

c.  participation  in  the  consideration  of  ethical  issues  that  arise  in  the  provision  of 
his/her  care. 

3.  While  the  direct  care  providers  must  treat  each  patient  as  a  unique  individual, 
specific  training  program  components  need  to  include  awareness  of  and  sensitivity 
toward  cultural  and  spiritual  beliefs  in  the  provision  of  medical  care.  The  training 
should  also  include  the  role  of  family  in  the  diverse  cultures/  ethnic  groups  served 
by  the  Health  Plan  (see  also  Cultural  Index)  in  order  to  provide  appropriate  medical 
care  to  that  patient. 

4.  While  the  Health  Plan,  through  its  direct  care  providers,  should  make  reasonable 
attempts  to  accommodate  non- main  stream  spiritual  beliefs  and  cultural  practices  in 
the  provision  of  medical  care,  when  the  Health  Plan  cannot  meet  the  patient's  request 
because  of  a  conflict  with  its  mission  or  philosophy  or  safety  of  others,  the  Health 
Plan  should  coordinate  and/or  arrange  for  appropriate  transfer  to  an  alternative 
caregiver  or  facility. 
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5.  Direct  care  providers  should  be  trained  in  identifying  when  to  use  and  how  to 
effectively  use  interpreters  to  assist  with  communication  related  to  treatment,  so  as 
to  ensure  the  patient's  understanding  of  the  care  to  be  rendered  and  the 
patient/family's  responsibilities  or  involvement. 

The  qualifications  of  the  translators  would  follow  the  standards  outlined  in  that 
section.  If  a  translator  is  a  family  member,  the  direct  care  provider  should  consider 
the  general  role  of  family  for  that  given  ethnic  group  and  the  specific  requests  of  the 
patient. 

6.  The  training  can  be  met  through  Health  Plan  resources  or  through  arrangements  with 
community  resources,  including  professional/  technical  schools  or  associations. 

7.  The  training  program  should  include  the  Health  Plan's  policies  and  procedures  to 
ensure  informed  participation/  decision-making  relating  to  the  patient's  care.  If  a 
patient  refuses  medical  treatment,  the  patient  must  be  informed  and  be  able  to 
demonstrate  an  understanding  of  the  consequences  of  such  a  refusal. 

8.  Training  should  also  include  awareness  of  the  different  needs  of  different  gender  and 
age  groups  (e.g.,  adolescents  or  elderly),  and  the  influence  of  culture  on  the 
provision  of  appropriate  medical  care. 
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D.       RECOMMENDED  STANDARDS  FOR  HEALTH  EDUCATION 


Managed  care  plans  also  must  design  health  education  programs  which  are 
culturally  appropriate  for  their  members.  The  health  education  efforts,  which  will 
complement  local  public  health  activities,  must  be  designed  using  community- 
based  needs  assessments  and  other  relevant  information  available  from  state  and 
local  governmental  agencies  and  community  groups.  Educational  program  must 
make  use  of  health  promotion  approaches  and  health  informational  literature 
which  recognize  enrolled  groups'  values  and  health  beliefs. 

Expanding  Medi-Cal  Managed  Care 

The  Health  Education  Committee  of  the  Cultural  and  Linguistic  Requirements  Subgroup  overall 
endorses  the  recommendations  issued  by  the  Managed  Care  Subgroup  on  Patient  and  Provider 
Education/Satisfaction,  with  following  modifications  to  ensure  that  the  managed  care  plan's 
health  education  programs  and  services  are  culturally  and  linguistically  competent. 

Issue  One  of  the  Patient  Education  Issue  Memo  Measure  managed  care  plan's 
performance  in  furnishing  health  education  services  provided  by  a  qualified  professional 
health  educator. . . 

Recommendation:  This  subgroup  supports  the  use  of  a  Master's  Degree  (or  higher) 
level  trained  individual  to  oversee  the  plan's  health  education  program.  However,  we 
strongly  support  the  use  of  indigenous  bilingual/bicultural  community  health  workers  in 
the  planning  and  delivery  of  clinical  and  community/outreach  health  education  programs. 

Issue  Two  of  the  Patient  Education  Issue  Memo  Measure  managed  care  plan's 
performance  in  establishing  an  ongoing  evaluation  of  its  health  education  process. 

Recommendation:  The  review  of  the  health  education  plan  be  conducted  annually. 
This  annual  assessment  should  review  records  on  the  type  and  number  of  health  education 
programs  and  services  provided,  as  well  as  the  level  of  participation,  specifically  among 
the  enrolled  Medi-Cal  Beneficiaries.  The  minimum  data  set  should  include: 

•  demographics  and  other  characteristics  of  the  participants 

•  type  and  number  of  health  education  programs  and  services  provided  by  topic, 
content,  format,  and  schedule. 

•  enrollee/beneficiary  satisfaction  surveys 

This  information  should  be  utilized  to  make  necessary  adjustments  in  program  topics, 
format,  scheduling  and  staffing  to  best  meet  the  health  information  and  education  needs 
of  the  Medi-Cal  Beneficiaries. 
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Issue  Five  of  the  Patient  Education  Issue  Memo  Measure  managed  care  plan 's 

performance  in  conducting  a  patient  education  risk  assessment  to  determine:  cultural  or 
religious  practices  which  impact  on  medical  care;. . . . 

Recommendation:  To  ensure  that  culturally  and  linguistically  appropriate  health 
education  and  outreach  services  are  provided,  managed  care  plans  must  solicit  input  from 
the  community  on  cultural  issues  influencing  health  beliefs,  practices  and  status  of  the 
individuals  and  communities. 

Issue  Nine  of  the  Patient  Education  Issue  Memo  Measure  managed  care  plan's 
performance  in  and  documentation  of  effective  coordination  with  and  utilization  of 
community  resources  for  prevention. 

Recommendation:  Managed  care  plans  should  subcontract  where  appropriate  with 
existing  community  based  organizations  with  a  history  of  successfully  servicing  the 
enrollee  population  with  the  provision  of  culturally  and  linguistically  appropriate  health 
education  services  and  programs. 

Issue  One  of  the  Community  Education  Issue  Memo  Education  of  potential 
beneficiaries,  key  community  leaders,  and  community-based  organizations/groups. 

Recommendation:  To  ensure  community  involvement,  the  plan  should  establish  a 
community  advisory  committee,  composed  of  enrolled  Medi-Cal  Beneficiaries  and  other 
community  representatives,  that  would  meet  at  least  quarterly  to  review  plan  services  and 
programs,  their  outcomes,  and  any  patient  satisfaction  or  needs  assessment/ survey  to 
further  identify  new  services. 

Overall  recommendation:  The  California  Department  of  Health  Services  should  establish  a 
clearinghouse  for  materials,  model  programs  and  other  resources  needed  to  serve  the  health 
information  and  education  needs  of  the  diverse  population  groups  to  be  enrolled  in  the  Medi-Cal 
Managed  Care  Plan.  This  clearinghouse  would  permit  the  different  plans  to  contribute  their 
materials  and  other  resources  and  then  in  turn  access  others.  Without  a  clearinghouse,  it  will 
not  only  be  possible  but  highly  likely  to  witness  parallel  efforts  in  the  13  counties  to  develop  a 
program  or  pamphlet  on  a  particular  health  topic  in  two  or  more  languages.  With  limited 
resources,  it  is  essential  to  minimize  duplication  and  avoid  reinventing  the  wheel.  In 
conjunction  with  a  representative  advisory  group,  the  clearinghouse  would  establish  criteria  to 
assist  plans  to  evaluate,  select,  and  develop  client  education  materials  for: 

•  effectiveness  with  diverse  populations 

•  cultural  competence 

•  readability 

•  translation/adaption  quality 
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E. 


RECOMMENDED  STANDARDS  FOR  THE  QUALIFICATIONS  OF  INTERPRETERS 


Managed  care  plans  must  assure  and  be  prepared  to  demonstrate  the  competence  of  their  staff 
who  are  responsible  for  interpretation  services  for  plan  members.  Such  competence  must  include 
the  ability  to  interpret  commonly  used  primary  care  medical  terms  from  English  to  languages 
used  by  the  plan  members. 

Any  individual  with  limited  English  language  capability  or  other  communicative  barriers,  shall 
have  equal  access  to  health  care  services.  Therefore,  managed  care  plans  shall  make 
arrangements  for  bilingual  professional  staff  or  "qualified  interpreters"  to  ensure  adequate 
communication  between  patients  and  medical  staff. 

Qualified  Interpreters  A  qualified  interpreter  shall  be  a  person  with  fluency  in  English  and 

in  the  necessary  second  language,  who  can  accurately  speak,  read  and  readily  interpret  the 
necessary  second  language  or  a  person  who  can  accurately  sign  and  read  sign  language. 
Qualified  interpreters  shall  have  the  ability  to  translate  anatomical  terms  and  to  competently 
convey  information  (e.g.,  symptoms,  instructions)  in  both  languages. 

Interpreters  Training  For  a  fluent  bilingual  staff  member,  who  is  not  medically  trained, 

to  qualify  as  an  interpreter,  this  individual  must  complete  an  interpreter  course  of  at  least  4 
hours  that  covers  the  terms  and  concepts  associated  with: 

a)  anatomy;  b)  diseases,  especially  diseases  more  prevalent  among  the  target  population; 
c)  supplies  and  prosthetic  devices;  d)  medication;  and  e)  cultural  beliefs  and  practices. 

During  this  course,  the  translator  shall  also  learn  how  to  effectively  communicate  medical 
information  to  the  patient  when  literal  word  to  word  translation  is  not  possible,  possibly  through 
the  use  of  synonyms  and  colloquial  terms. 

Managed  Care  Plans  will  make  available  a  list  of  institutions  offering  interpreter  courses  to  their 
health  care  providers.  The  State  must  also  play  a  vital  role  in  developing  standards  for  medical 
interpretation-at  least  initially  with  the  development  of  a  manual  or  training  outline  for  the 
suggested  4-hour  interpreter  training  program. 

Interpreter  Availability  Managed  Care  Plans'  policy  for  providing  language  assistance 
services  to  patients  with  language  or  communication  barriers  should  include  procedures  for 
ensuring  the  availability  on  a  systemwide  basis  of  qualified  interpreters  for  limited  English 
speaking  or  non-English  speaking  individuals  who  comprise  less  than  five  percent  of  the 
population  of  the  geographical  area  served  by  that  provider.  These  procedures  may  include  the 
availability  by  telephone  of  banks  of  interpreters. 


17 


Data  All  plans  should  be  required  to  provide  information  on  its  capacity  to  serve  non-  or 
limited-English  speaking  enrollees.  This  data  should  minimally  include  the  number  of  bilingual 
staff  by  position,  department,  language(s)  spoken  and  their  level  of  fluency.  Data  should  be 
reviewed  annually  to  ensure  that  adequate  coverage  is  provided.  The  data  and  analysis  should 
be  reported  to  the  Department  of  Health  Services. 

Compensation  Serving  a  population  with  multiple  language  requirements  does  require 

additional  staff  and  services,  which  in  turn  results  in  increased  costs,  i.e.,  differential  bilingual 
pay,  on-line  telephone  interpretation  services,  etc.  Managed  Care  Plans  or  health  care 
providers  who  serve  multiple  language  population  groups  should  receive  from  the  State  a  higher 
capitation  rate  per  beneficiary  or  increased  levels  of  enrollment. 
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RECOMMENDED  STANDARDS  ON  STAFFING/ APPOINTMENTS  AND  MEDICAL 
ADVICE 


Managed  care  plans  must  have  bilingual  or  multilingual  personnel  staffing  their 
medical  advice  and  appointment  systems.  The  training  of  these  staff  persons  must 
enhance  their  understanding  of  the  difficulties  that  members  who  have  been 
accustomed  to  fee-for-service  arrangements  might  have  in  learning  to  use  a 
managed  care  system.  In  addition,  discharge  planners  must  be  able  to  provide 
linguistically  and  culturally  appropriate  information  to  ensure  that  patients 
understand  and  are  willing  to  follow  their  post-treatment  instructions. 

Expanding  Medi-Cal  Managed  Care 

I.  Staffing  Patterns-Demographic  Composition  of  Staff  In  order  to  best 
determine  the  demographic  composition  of  the  staff  and  providers  of  the  managed  care 
plans,  the  number  of  Medi-Cal  beneficiaries  who  desire  culturally  sensitive  services 
and/or  medical  services  provided  in  a  language  other  than  English  must  be  known..  This 
determination  could  be  made  by  surveying  the  Medi-Cal  beneficiaries. 

•  Managed  care  plans  shall  be  required  to  survey  all  Medi-Cal  beneficiaries  using 
a  questionnaire  designed  to  determine  their  preference  for  culturally  sensitive  services 
and/or  medical  services  provided  in  a  language  other  than  English.  Two  questionnaires 
shall  be  developed.  One  questionnaire  will  be  designed  for  Medi-Cal  beneficiaries  who 
have  a  designated  provider  or  provider  system,  and  the  other  for  those  beneficiaries  who 
have  not  yet  designated  a  specific  provider. 

•  In  the  case  of  the  first  category  of  beneficiaries,  the  questionnaire  shall  assess 
their  level  of  satisfaction  with  their  current  providers  in  terms  of  cultural  sensitivity 
and/or  linguistic  appropriateness,  as  well  as  identify  areas  in  need  of  improvement.  With 
the  second  questionnaire,  it  will  be  used  to  assess  the  other  beneficiaries'  desire  and 
preference  for  culturally  sensitive  services  and  their  need  for  non-English  medical 
services. 

•  Both  questionnaire  shall  be  developed  by  the  State  Department  of  Health  Services 
(DHS)  and  administered  to  Medi-Cal  beneficiaries  by  providers  and  the  Health  Care 
Options  (HCO)  contractors  during  its  presentations.  The  questionnaire  could  also  be 
incorporated  into  the  annual  patient  satisfaction  survey. 

•  Once  the  number  of  patients  in  provider/provider  systems  who  desire  culturally 
sensitive  and/or  medical  services  in  a  language  other  than  English  is  known,  the  managed 
care  plan  and  other  providers  shall  be  responsible  for  developing  a  plan  to  address  the 
identified  needs.  In  the  initial  year  of  operation,  this  plan  should  state  how  these  services 
will  be  provided  to  the  patients  in  need.  Managed  care  plans  shall  designate  specific  staff 
to  develop  and  implement  the  plan. 
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2. 


Recruitment  and  Hiring  Procedures 


•  Managed  care  systems  and  providers  shall  be  responsible  for  complying  with 
federal  Affirmative  Action  (AA)  requirements  and  be  required  to  submit  AA  plans  with 
goals  and  timetables  for  hiring  culturally/linguistic  competent  staff. 

•  Managed  care  systems  and  providers  with  more  than  5  %  of  patients  who  desire 
culturally  sensitive  services  and  medical  services  in  a  language  other  than  English  or 
whose  patient  satisfaction  surveys  and/or  enforcement  compliance  surveys  indicate  that 
services  are  poor  will  be  required  to  begin  implementation  of  their  AA  plan  within  the 
first  year  of  operation. 

3.       Access  to  Traditional  Providers.  Safety  Net  Providers,  and  Disaproportinate 
Hospitals  in  a  Managed  Care  County  System 

•  Perhaps  the  most  effective  manner  to  ensure  the  provision  of  culturally  sensitive 
services  and  medical  services  in  a  language  other  than  English  is  to  require  the  inclusion 
of  traditional  providers,  safety-net  providers  and  disproportionate  hospitals  in  managed 
care  plans. 

•  Many  of  these  traditional  and  safety  net  providers  have  well  established 
relationships  with  and  strong  track  records  of  providing  primary  care  services  to  ethnic 
and  language  minority  groups  in  need  of  culturally  sensitive  and  non-English  language 
services.  The  inclusion  of  these  other  providers  should  not  be  done  by  paying  them 
below  market  or  below  prevailing  capitation  rates,  which  may  reflect  a  departure  from 
their  current  practices/ fees. 

•  If  such  a  requirement  or  arrangement  cannot  be  established,  the  managed  care 
plan  must  be  able  to  demonstrate  that  its  new  providers  can  serve  all  Medi-Cal 
beneficiaries  as  effectively  as  the  previous  providers.  New  providers  must  be  able  to 
demonstrate  equal  capability  and  expertise  in  the  provision  of  culturally  sensitive  and 
non-English  language  services.  The  State  DHS  must  be  responsible  for  reviewing  new 
providers  and  ensuring  their  ability  to  provide  an  equal  level  of  care  to  patients  desiring 
cultural/linguistic  sensitive  services. 

•  Managed  care  plans  SHOULD  NOT  be  allowed  to  "push-off"  all 
culturally/linguistic  sensitive  or  high  risk  patients  to  subcontracted  traditional,  safety-net 
providers  and  disproportionate  hospitals.  Nor  should  these  providers  be  categorized  as 
being  only  qualified  to  serve  sub-groups  of  Medi-Cal  beneficiaries. 

•  Managed  care  plans  should,  whenever  possible,  recommend  and  encourage  the 
use  of  safety  net  and  traditional  providers  as  a  resource  for  training  of  their  staff  in 
becoming  more  culturally  and  linguistic  competent  with  ethnic  minority  and  non/limited 
English  speaking  enrollees. 
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RECOMMENDED  STANDARDS  ON  MEMBERSHIP  SATISFACTION 

Annual  surveys  that  assess  members'  satisfaction  with  the  plan  and  their  coverage 
must  be  an  integral  feature  of  the  Medi-Cal  Managed  Care  Program  TeS 
Z7gS™Lrse  ^  t0  "  *~  -d  cuhurf^ete: 

^ett?regiC  Plan  CallS  f°r  8nnual  SUrVCyS  that  assess  meml*r  satisfaction  with  the  plan 
and  their  coverage  as  an  integral  feature  of  the  Medi-Cal  Managed  Care  Program  The" 
pkjn  further  states  that  these  surveys  must  be  designed  to  acco'mmoTte ^  luage  Ld 

^mSr"8  memb6rS-  ^  f°1,0Wing  —  defined 

l"       ^SZL™  PlanS  ,Sh°Uld  aSC6rtain  the  aPProxim^e  percentage  of  their 
membership  represented  by  specific  cultural/linguistic  groupVfor  the  purpose  o 
ach  ev      adequate  sample  sizes  for  these  when  conductingTmber 

satisfaction  assessments  of  any  kind,  i.e.,  surveys,  evaluating  number  of 
complaints  and  grievances  or  disenrollments. 

Care  should  be  taken  to  assess  distinct  ethnic  or  cultural  populations  that  exist  in 
small  proportions  m  the  plan  membership.  These  groups  c£  be  over  samp Z  o 
achieve  adequate  numbers  for  analysis.  P  co 

With  the  exception  noted  above,  all  measures  of  patient  satisfaction  should  reflect 
he  appropriate  proportions  of  diverse  ethnic  and  cultural  groups  according  to 
heir  representation  in  plan  membership.    Sampling  procedures  for  achieving 

exXi  ^dTe ^ups  in  the  membership  should  be  madS 
explicit  and  be  based  upon  well-accepted  statistical  practices. 

a^Lmers-"8  ^  *  ^       °f  in  member  satisfaction 


a)  When  an  ethnic  group  with  limited  English  language  capability  is  five 
percent  or  more  of  a  managed  care  contractor's  enrollment  within  a 
service  area,  members  of  that  ethnic  group  will  be  offered  the  option  of 
completing  the  questionnaire  in  his/her  native  language  if  the  survey  is  in 
written  form  or  of  being  interviewed  in  his/her  native  language  if  a 
telephone  or  face-to-face  interview  format  is  used. 

b)  Questions  directed  specifically  to  issues  related  to  culturally  appropriate 
and  linguistically  competent  services  should  be  included  in  the  assessment 
protocol.  These  would,  for  example,  include  questions  about  the 
provisions  of  interpreters,  orientation  and/or  health  education  classes 
offered  in  the  group's  language  and  in  culturally  appropriate  fashion 
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Questions  about  satisfaction  with  the  amount  and  kind  of  translated 
information  would  be  appropriate. 


c)  Data  analytic  techniques  should  ensure  that  the  entire  data  set  is  "cut"  by 
ethnic  categories,  so  that  the  responses  of  any  group  comprising  five 
percent  or  more  of  a  plan's  enrollees  can  be  compared  with  the  responses 
of  other  groups. 

d)  Data  analytic  strategies  which  can  determine  if  any  groups'  responses  on 
satisfaction  indices  are  statistically  different  from  those  of  other  groups 
should  be  employed.  Statistically  significant  differences  among  or 
between  groups  should  be  included  in  survey  reports. 

Since  surveys  using  questionnaires  require  that  respondents  be  literate,  and 
interviews,  whether  telephone  or  face-to-face,  have  time  requirements  that  may 
be  a  hardship  for  some  groups,  other  options,  either  direct  or  indirect,  for 
evaluating  member  satisfaction  need  to  be  used  in  conjunction  with  surveys. 

a)  Members  can  be  asked  to  participate  in  a  focus  group  of  like  individuals 
in  which  satisfaction  with  the  plan  is  probed. 

b)  The  level  of  membership  satisfaction  should  be  assessed  by  cultural/ethnic 
group  and  through  a  number  of  indicators  including  the  number  and  type 
of  complaints  and  grievances,  disenrollment  figures,  provider  changes  and 
prescriptions  filled  by  pharmacies  outside  the  plan,  etc 


H.       RECOMMENDED  STANDARDS  ON  DATA 


Summary 

In  order  to  promote  and  support  culturally  appropriate  policies  and  programs  in  the  Medi-Cal 
Managed  Care  Plans,  the  Cultural  and  Linguistic  Requirements  Subgroup  recommends  that  the 
contractual  data  requirements  minimally  should  include: 

t        Measurement  of  the  ethnic/racial  demographics  of  the  population  to  be  served; 

t        Determination  of   the  degree  to  which  access  and  appropriate  service  utilization  of 

various  population  groups  meets  the  established  standards  of  care  (i.e.,  immunization 

schedules,  recommended  screening  procedures); 
$        Identification  of  the  differentials  in  enrollment  and  service  utilization  rates  among 

population  groups  ;  and 
t        Measurement  and  comparison  of  the  health  outcomes  by  ethnic  and  racial  groups.. 

Health  outcome,  as  well  as  intermediate  service  and  process  data,  are  required  to  ensure  services 
are  appropriate  and  effective  for  the  population(s)  served  and  that  they  meet  the  cultural  and 
linguistic  needs  of  the  diverse  client  populations  of  the  Medi-Cal  Managed  Care  Programs.  . 
Information  on  the  relationship  between  health  status  and  the  population  characteristics  of  race, 
ethnicity,  and  culture  is  particularly  crucial.  While  evidence  of  the  importance  of  this 
relationship  is  compelling,  better  systematic  documentation  and  reporting  of  this  type  of  data  is 
necessary  if  the  health  care  plans  are  to  appropriately  design  and  modify  their  programs  and 
services  to  more  effectively  impact  the  health  outcome  of  diverse  population  groups. 

Additional  recommendations  of  the  subgroup  include: 

t  DHS  should  define  race/ethnicity  data  classifications  that  reflect  the  linguistic  and  cultural 
diversity  of  African  American,  Asian/Pacific  Islander,  American  Indian,  and  Latino 
subpopulations. 

t  Data  classifications  should  also  reflect  literacy  levels  of  the  primary  language  of  the 
service  population. 

|  Data  should  be  collected  describing  race/ethnicity/language  for  service  population  in 
managed  care  catchment  areas;  membership  enrollments  and  disenrollments;  users  of  key 
services;  and  patient  satisfaction  and  compliant  information 

t        Outcome  data  should  be  developed  by  race/ethnicity/language. 

t  Service  statistics  and  other  reports  should  include  measures  of  dispersion  as  well  as 
central  tendency. 

It  is  further  recommended  that  the  DHS  develop  strategies  to  allow  for  the  better  identification 
and  classification  of  enrollees  by  race,  ethnicity  and  language.  Self  identification  of  race  and 
ethnic,  especially  when  in  response  to  a  single  question,  often  leads  to  misidentification.  It  is 
recommended  that  identification  should  be  based  on  a  set  of  questions  to  ensure  appropriate 
classification  of  the  race/ethnicity  of  the  respondent. 
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Demographic  Data  on  Ethnicity/Race  and  Language 

This  paper  was  prepared  in  tandem  with  the  California  Cultural  Competency  Project  of  the 
Institute  for  Social  Policy  Change  and  their  data  subcommittee  composed  of  Peter  Kunstadter, 
Ph.D.;  Larry  Piatt,  M.D.;  and  Miguel  Tirado,  Ph.D. 

1.  Assumptions: 


We  assume  that  it  is  the  objective  of  the  State  to  provide  equality  of  access  health 
services  in  accordance  with  Title  VI  of  the  Civil  Rights  Act  of  1964,  which 
prohibits  recipients  of  federal  financial  assistance  from  the  Department  of  Health 
and  Human  Services  from  discriminating  against  persons  based  on  race,  color, 
or  national  origin.  This  has  been  interpreted  legally  to  mean  that  the  recipients 
(providers  of  health  services)  must  provide  bilingual  services  to  people  with 
limited  English  proficiency.  Current  litigation,  for  example  in  Washington  State, 
suggests  that  quality  requirements  for  bilingual  services  will  include  cultural 
understanding,  not  merely  word-for-word  translation.  It  seems  likely  that  the  law 
or  applicable  regulations  will  expand  to  include  other  aspects  of  cultural 
competence  as  well.  We  also  assume  that  equal  access  cannot  be  provided  merely 
by  providing  health  insurance  which  remove  or  decrease  economic  constraints, 
and  that  accessibility  is  associated  in  part  with  linguistic  and  cultural  differences. 
These  assumptions  are  supported,  for  example,  by  persistent  health  differentials 
between  "mainstream"  Americans  and  Native  Americans  (American  Indians), 
despite  the  provision  of  essentially  free  health  services  for  Indians  for  many 
decades. 

We  assume  that  the  health  needs  of  people  are  to  some  extent  associated  with 
cultural,  racial  or  ethnic  differences.  Satisfaction  of  these  needs  in  a  diverse 
population  goes  beyond  simply  providing  word-for-word  translation  services.  It 
also  requires  an  understanding  of  these  needs  at  a  conceptual  level  for  both  the 
provider  and  the  patient.  We  also  assume  that  constraints  to  equal  access  operate 
at  many  different  points  in  the  processes  which  bring  the  people  who  need  health 
services  together  with  the  providers  of  those  services.  Further,  we  assume  that 
the  ultimate  demonstration  that  there  is  equality  of  access  and  services  should  not 
be  confined  to  services  statistics,  but  should  involve  measures  of  outcome  (indices 
of  health  and  illness).  This  implies  that  regulations  be  written,  records  be  kept 
and  information  compiled  so  as  to  encourage  administration  and  evaluation  of 
services  with  respect  to  such  variables  as  race,  color,  national  origin,  ethnicity 
or  language. 

2.  Definitions 
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One  difficulty  in  completing  the  assignment  of  this  subcommittee  is  the  looseness 
with  which  terms  such  as  ethnicity,  race,  and  language  are  used  in  the  context  of 
providing  health  services.  We  offer  the  following  definitions  and  suggest  that  the 
use  of  these  terms  be  standardized  to  avoid  confusion  in  the  context  of  planning, 
administering,  providing  and  evaluating  culturally  competent  health  services. 

The  biological  definition  of  race  is  a  semi-closed  population  which  exhibits 
certain  gene  frequencies  which  may  distinguish  it  from  other  populations. 
Because  this  is  a  biological  definition,  the  term  race  when  used  in  this  way  may 
have  biomedical  implications  important  to  the  provision  of  health  services,  e.g., 
with  respect  to  genetically  linked  health  conditions. 

Language  is  the  medium  of  communication  shared  between  a  set  of  people. 
Language  may  be  spoken  or  written,  and  may  also  include  gestures.  Dialect  is 
a  distinctive  communication  medium  which  can  be  traced  historically  to  a 
language,  but  which  may  not  be  mutually  intelligible  with  other  dialects  related 
to  the  same  language  group  or  family.  Because  of  the  importance  of  mutual 
intelligibility  in  providing  health  services  we  suggest  that  the  criterion  of  mutual 
intelligibility  be  included  in  any  discussion  of  language  capability. 

Culture  is  learned  behavior  which  is  shared  and  transmitted  among  members  of 
a  group.  Cultural  influences  the  ways  in  which  health  and  illness  are  viewed, 
the  responses  of  members  of  the  group  to  perceived  illness  or  threat  of  illness! 
and  the  group's  selection  of,  and  evaluations  of  health  care.  Because  culture  is 
learned,  cultures  are  subject  to  fairly  rapid  change  and  often  are  not  mutually 
exclusive.  An  individual  may  know  and  behave  with  respect  to  more  than  one 
culture  in  different  social  contexts,  including  providing  and  receiving  health  care. 

Ethnicity  is  a  term  which  has  been  used  loosely  as  a  marker  or  statement  of 
identity  with  a  named  grouping  based  on  social  (including  own  or  ancestral 
history  or  geographic  or  national  origin),  or  linguistic,  cultural  or  biological 
characteristics,  or  political  affiliation.  Ethnic  identifications  may  overlap  and  an 
individual  may  identify  him  or  herself,  or  be  identified  with  more  than  one  named 
group  with  different  boundaries  in  different  social  contexts  (e.g.,  Hispanic, 
Mexican,  Mexican-American,  Oaxacan,  Indio,  Mixtecan;  or  Indochinese,  Laotian,' 
Laotian  Highlander,  Hmong,  Hmong  Der,  Hmong  Yang).  Because  of  the 
opportunities  for  confusion  in  the  application  of  this  term  we  suggest  that  ethnicity 
be  used  only  when  appropriately  qualified  so  as  to  imply  or  specify  the 
implications  with  regard  to  health  care.  For  example,  if  members  of  a  named 
ethnic  group  share  a  common  history  or  behavioral  pattern  which  has  subjected 
them  to  risks  of  parasites  such  as  Plasmodia  or  liver  flukes,  or  if  they  share 
common  social  experiences  such  as  suppression  of  traditional  medical  practices 
by  mainstream  providers. 
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The  conventional  method  of  identifying  group  membership  in  censuses  and  other 
surveys  is  response  to  self- identification  questions,  e.g.,  What  ethnic  group  or 
race  to  you  belong  to?  or  What  is  your  primary  language?  We  suggest  that  these 
convention  methods  do  not  yield  identifiers  which  are  adequate  administering  and 
evaluating  equality  to  access  to  health  services.  Careful  consideration  should  be 
given  to  the  ways  in  which  the  data  will  be  used  in  the  context  of  providing  health 
services  and  assessing  the  effectiveness  of  the  services.  Research  is  needed  to 
identify  the  best  way  to  ask  questions  on  self-identification  which  will  yield 
answers  relevant  to  providing  health  services.  For  language  this  means  not  only 
knowing  what  was  the  primary  language  (or  dialect),  but  also  English  language 
ability,  including  literacy,  e.g.,  ability  of  potential  clients  to  read  English 
effectively  enough  to  understand  HMO  patient  contracts  or  informed  consent 
forms;  ability  of  the  provider  to  produce  forms  which  can  be  understood  by 
someone  with  the  equivalent  of  less  than  a  high  school  education.  But  because 
we  are  concerned  with  biological  (race),  cultural  and  historical  (ethnicity)  factors 
as  well  as  language,  it  is  likely  that  a  series  of  several  question  will  be  involved. 

We  suggest  that  measurement  of  equality  of  access  must  include  some  assessment 
of  health  outcomes  as  well  as  service  statistics,  and  that  service  statistics,  when 
used,  include  a  measure  of  the  distribution  of  the  index,  not  just  a  total  or  a 
measure  of  central  tendency.  The  statistic  should  aid  in  the  determination  of  the 
number  of  people  who  are  not  receiving  services  or  are  receiving  very  few 
services,  not  just  a  mean,  median  or  mode. 

3.       Relevance  of  "Ethnicity/Race  and  Language"  for  Cultural  Competency  in 
Providing  Health  Services 

Race,  language  (or  dialect),  culture  or  the  historical  origins  of  an  individual  or 
a  group  are  important  determinants  of  biological  needs  for  health  services  and  the 
interactions  related  to  access  or  availability  to,  provision  or  use  of,  and  response 
to  health  services.  The  relationship  between  health  services  and  these  variables 
is  not  one  to  one.  For  example,  health  services  may  be,  and  often  are  accessible, 
effective  and  acceptable  even  though  providers  and  users  have  different 
conceptual  models  of  health  and  disease,  diagnosis,  treatment  and  cure.  Group 
differences,  especially  in  language  may  prevent  adequate  delivery  of  health 
services.  We  suggest  that  the  contexts  in  which  the  services  are  or  are  not 
accessible,  effective  and  acceptable  is  a  subject  for  research  which  is  essential  for 
achieving  equality  of  access. 

Because  groupings  defined  in  terms  of  race,  language,  culture  or  historical  origin 
are  neither  coextensive  nor  mutually  exclusive,  nor  fixed  throughout  time,  we 
believe  it  is  best  to  consider  the  implications  of  each  of  these  separately,  and 
suggest  that  different  kinds  of  listings  be  developed  for  each  of  these  variables. 
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4.       Language  and  Dialect 


Diversity  of  the  population  along  many  lines  may  restrict  the  possibility  of 
providing  equal  access  to  health  services  and  equal  quality  of  care.  Because  the 
need  to  communicate  is  basic  in  providing  health  services,  lack  of  a  mutually 
intelligible  language  or  dialect  between  providers  and  consumers  is  the  most 
easily  identified  issue  of  competence.  This  suggests  that  language  capability,  and 
the  data  necessary  to  plan  for,  provide  and  evaluate  services  in  a  diverse 
population  should  be  a  starting  point  for  the  establishment  of  equality  of  health 
services  in  a  diverse  population.  This  in  turn  suggests  that  a  list  be  drawn  up  of 
all  non-mutually  intelligible  languages  and  dialects  in  a  given  service  area. 
Criteria  also  need  to  be  established  in  terms  of  language  ability  of  language(s) 
or  dialect(s)  (e.g.,  American  English;  Mexican  Spanish)  in  both  oral  and  written 
forms.  We  suggest  that  language  ability  in  this  context  should  go  beyond  word- 
for-word  translation  ability  to  conceptual  understanding  and  translation,  for 
example  of  the  concepts  and  beliefs  underlying  both  mainstream  and  minority 
principles  of  illness  causation,  diagnosis,  treatment  and  evaluation. 

5.       Uses  for  Comprehensive  Lists  of  Ethnic/Race  and  Language 

•  Describing  the  eligible  population  in  terms  of  their  needs  for  culturally 
competent  services; 

•  Planning  "culturally  competent"  services  for  the  State  as  a  whole  or  for 
specific  service  areas; 

•  Evaluating  services  with  regard  to  cultural  competency  for  named  groups 
within  the  State  as  a  whole,  for  specific  providers  and  service  areas,  and 
for  named  groups; 

•  Sensitizing  providers  to  special  health  and  health  service  problems 
associated  with  identifiable  groups 

Alerting  providers  to  language/communication  problems,  e.g.,  lack  of  a  common 
language  or  dialect  between  provider  and  consumer  or  consumer's  guardian, 
dialect  differences  which  may  affect  reports  of  symptoms  when  there  appears  to 
be  a  common  language  (differences  in  terms  for  the  same  disease  or  symptom; 
differences  in  use  of  euphemisms,  etc); 

Describing  cultural  characteristics  associated  with  health-seeking  behavior,  e.g., 
"resistance"  or  preferences  for  modern  medical  procedures  such  as  injections, 
surgery  or  oral  medications  which  may  be  related  to  beliefs  about  people's 
bodies,  patterns  of  interaction  with  health  care  providers,  stigmatization  of  certain 
disease  categories  within  cultural  groups; 
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Describing  cultural-behavioral  characteristics  associated  with  risk  of  disease,  e.g. , 
food  habits,  tobacco,  alcohol,  narcotic  drug  consumption,  traditional  medicines; 

Cataloging  biological  characteristics  associated  with  risk  of  disease,  e.g., 
genetically  transmitted  diseases  of  unusually  high  or  low  frequency  compared  with 
some  reference  population;  and 

Listing  historical  characteristics  associated  with  risks  of  disease,  e.g.,  diseases 
associated  with  national  origin  or  with  migration  to  the  United  States. 

Data  on  Cultural  Factors  Related  to  Health  and  Health  Services 

There  is  no  compendium  of  the  types  of  information  listed  above.  There  is  no 
systematic  listing  of  the  contexts  in  which  there  are  problems  of  cultural 
competency  related  to  health  services.  We  know  anecdotally  of  many  kinds  of 
problems  associated  with  cultural  competence,  but  we  do  not  know  systematically 
where  problems  arise  either  from  the  points  of  view  of  the  providers  or  the 
consumers  who  come  from  different  cultural  groups,  starting  with  the  procedures 
leading  to  access  to  services  (advertising,  notices  of  eligibility,  recruitment  into 
service  groups),  admissions  procedures,  history-taking,  doctor-patient  interactions, 
medical  procedures,  discharge  procedures,  compliance  with  medical  treatment 
regimes  at  home,  non-medical  preventive  measures,  etc.  There  is  no  enumeration 
of  behavioral  health  risks,  and  no  compendium  of  such  behaviors  by  behaviorally 
distinct  cultural  groups.  There  is  no  listing  of  health  risks  associated  with 
genetically  distinct  populations  (biological  races).  There  is  no  compendium  of 
health  risks  associated  with  country  or  place  of  origin.  We  suggest  that  this 
implies  the  need  for  research  focused  on  these  topics  and  their  implications  for 
administering,  providing  and  evaluating  culturally  competent  health  services. 

Procedures  for  Establishing  a  List  of  languages,  Races,  Cultures  and  Ethnicities 
Associated  with  Provision  of  Culturally  Competent  Health  Services 

We  suggest  that  it  is  necessary  to  plan  for  the  provision  of  culturally  competent 
services  in  several  stages.  We  suggest  this  task  begin  with  language  groupings 
because  they  are  easier  to  define,  the  problems  with  lack  of  common  language  are 
more  obvious,  and  the  data  are  more  readily  accessible  than  for  other  variables 
such  as  race  or  ethnicity.  We  also  believe  that  language  translation  services  will 
inevitably  include  some  cultural  translation  as  well.  On  the  other  hand,  we 
suggest  that  a  listing  of  language  (or  racial,  cultural  or  ethnic)  categories 
combined  with  translation  services  is  not  adequate  to  assure  equal  access  to  and 
effective  use  of  culturally  competent  health  services.  We  suggest  that  the  initial 
stage  of  planning  also  include  the  requirement  to  provide  services  which  are 
respectful  of  cultural  differences  even  where  these  differences  cannot  be  quantified 
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as  easily  as  with  regard  to  language.  State-supported  research  focused  on  other 
kinds  of  data  needed  to  plan,  administer,  provide  and  evaluate  culturally 
competent  services,  including  such  topics  as  health  education,  cultural  differences 
in  ethics,  informed  consent  and  medical  counselling.  The  research  should  seek 
to  spell  out  the  following: 

•  Special  health  problems  associated  with  biologically-defined  racial  groups 
(e.g.,  sickle  cell,  thalassemia  and  other  blood  group-associated  illnesses, 
genetic  susceptibility  to  diabetes)  implying  special  needs  for  education, 
screening  and  counselling  program; 

•  Associations  of  culturally  defined  groups  with  patterns  of  health  seeking 
behavior  (e.g.,  definitions  of  health  and  disease,  criteria  used  for 
evaluating  health  services,  culturally  acceptable  bases  (ethics)  for 
decisions  related  to  health  care,  provider-patient  interactions)  implying 
needs  for  special  training  of  medical  staff  in  history  taking,  etc.; 

•  Cultural-behavioral  characteristics  associated  with  risks  of  disease  (e.g., 
diet,  consumption  of  alcohol  and  tobacco,  perceived  ranking  of  health 
risks,  and  health  risk  taking  or  avoidance  related  safe  sex,  driving  under 
the  influence,  etc.)  implying  special  needs  for  health  education  and  for 
cultural  tailoring  of  the  education  material  beyond  word-for  word 
translation;  and 

•  Historical  characteristics  associated  with  risk  of  disease  (e.g.,  recent 
immigrants  for  Southeast  Asia  may  have  higher  frequency  of  hepatitis, 
hepatitis  is  biologically  associate  with  primary  hepatoma,  the  most 
common  site  of  cancer  among  Southeast  Asians,  implying  the  need  for 
hepatitis  immunizations  for  Southeast  Asian  children,  and  the  need  to 
monitor  Southeast  Asian  adults  for  hepatoma). 

8.       Data  Sources:  Language  and  English  Language  Proficiency 

U.  S.  Census  data  are  collected  from  all  households  every  ten  years  in  years 
ending  in  "0".  Published  data  are  available  on  self-declared  "race"  but  detailed 
tabulations  by  "race"  are  not  available  for  several  years  following  the  decennial 
census.  Detailed  data  on  "race"  are  not  updated  in  intercensal  years.  Racial 
categories  in  U.S.  Census  data  are  numerous,  but  are  inconsistently  defined  and 
not  mutually  exclusive  (some  are  language  groupings,  some  are  national  origin, 
some  are  skin  color),  nor  are  they  defined  so  as  to  be  maximally  useful  in 
planning,  providing,  or  evaluating  health  services  which  will  provide  equal  access 
to  culturally  competent  care.  For  example,  the  Race/Ethnicity  categories  of  the 
census  include  "American  Indian"  but  this  group  is  not  genetically  homogeneous 
(e.g.,  with  regard  to  susceptibility  to  diabetes)  and  American  Indian  includes 
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numerous  language  and  cultural  groups  with  many  difference  histories  and  legal 
definitions;  the  "Laotian"  group  contains  at  least  Lao,  Hmong,  Mien,  Khmu'  and 
Lua',  each  of  which  speaks  non-mutually  intelligible  dialects  or  languages  of  three 
different  language  families,  having  different  patterns  of  health  beliefs,  diet,  etc.; 
and  there  are  "Asian  Indian",  "Pakistani"  and  Fijian"  categories  on  the  census 
form  --how  would  a  Muslim  Indian  from  Fiji  classify  him-  or  herself?  Census 
data  are  used  in  Family  Health  Outcomes  Project.  These  categories  meet  current 
California  Government  Code  requirements,  but  we  suggest  that  a  classification 
system  be  developed  which  would  included  categories  useful  for  providing  health 
services,  as  outlined  above. 

"Race"  identification  in  birth  and  death  certificates  suffers  from  similar  problems 

Updated  Department  of  Education  data  are  available  annually  (limited  English 
Proficiency  students  -by  school,  collected  and  initially  tabulated  by  school, 
aggregated  by  the  State  by  school  district).  Data  available  from  the  State  are 
detailed  by  language,  but  data  for  language  or  dialect  groups  outside  of  the 
standard  State  categories  are  aggregated  as  "other".  More  detailed  data  with  no 
residual  category  are  available  from  the  schools  themselves  where  the  data  are 
originally  collected,  and  include  language  ability  of  the  child,  literacy  of  the 
child,  language  normally  spoken  at  home,  and  language  used  by  parents  with  their 
children.  These  data  may  be  the  best  available  and  most  timely  source  of 
information  on  numbers,  locations  and  language  spoken  by  people  who  would 
need  translation  services,  but  the  Department  of  Education  does  not  analyze  their 
data  in  terms  of  AFDC  recipients. 

The  Department  of  Welfare  does  analyze  data  for  AFDC  Recipients  by  language 
group  but  the  data  would  have  be  cross-checked  with  information  from  schools 
to  estimate  number/proportion  of  AFDC  recipients  who  need  language  assistance 
by  language  spoken  (data  are  available  by  zipcode  or  other  geographical  unit, 
updated  periodically). 

We  suggest  that  the  Department  of  Health  Services  coordinate  their  efforts  to 
collect  relevant  demographic  data  closely  with  the  Departments  of  Education  and 
Welfare  in  order  to  plan  for  translation  needs  (including  the  establishment  of 
threshold  criteria),  provide  the  necessary  data  on  language  ability  to  health 
service  providers,  in  order  to  evaluate  their  services.  We  also  suggest 
coordination  of  the  Department  of  Health  Services'  efforts  to  provide  culturally 
competent  health  education  with  the  Department  of  Education  which  has  extensive 
experience  in  providing  education  services  for  "English  Impaired"  populations. 
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I.        RECOMMENDED  STANDARDS  ON  ENFORCEMENT 

A)  Requests  for  Proposals  (RFPs)  for  managed  care  contracts  should  include 
specific  questions  which  require  demonstration  or  documentation  of  the  ability 
of  the  provider  to  serve  Medi-Cal  beneficiaries  in  need  of  culturally  and/or 
linguistic  sensitive  services. 

2)  Prior  to  awarding  of  contracts,  DHS  and/or  the  county  managed  system  shall  be 
responsible  for  conducting  on-site  reviews  and  assessments  of  the  competency  of 
providers  to  serve  Medi-Cal  patients  in  need  of  culturally  and/or  linguistic 
sensitive  services. 

3)  Based  on  their  review,  DHS  and/or  the  county  managed  care  system  shall  include 
in  the  contract  of  each  managed  care  provider  specific  standards  or  program 
requirements  for  serving  the  needs  of  patients  in  need  of  culturally  and  linguistic 
sensitive  services. 

4)  .      DHS  should  develop  a  survey/assessment  tool  to  measure  and  monitor  compliance 

with  contractual  standards  and  program  requirements  in  the  area  of  cultural 
competency.  The  Primary  Care  Effectiveness  Review  Protocol  for  Culture  and 
Language  Competency  is  attached  (Appendix  C)  as  an  sample  assessment 
instrument  for  on-site  reviews  and  on-going  monitoring.  Annual  reviews  should 
be  conducted.  These  reviews  should  focus  on  "troubled"  providers,  those  who 
have  had  difficulty  meeting  or  agreeing  to  contract  standards-such  as  those 
providers  whose  initial  patient  surveys  reflect  problems  (i.e.,  inability  to  provide 
services  to  patients  in  need  of  cultural/linguistic  sensitive  serves)  or  those 
providers  who  have  indicated  a  need  for  technical  assistance. 

5)  The  DHS  Audits  and  Investigations  (A  &  I)  team  should  include  persons  with 
experience  in  the  delivery  of  cultural/linguistic  competent  services  to  assist  with 
the  compliance  review  of  the  contract.  Perhaps,  A  &  I  should  conduct  the  fiscal 
audits  and  other  DHS  staff  could  conduct  compliance  reviews  with  program 
standards  and  provide  technical  assistance. 
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IV.      POLICY  PAPER  COMMITTEES-LEADS  AND  MEMBERS 


A.  Cultural  Index  of  Accessibility  of  Care 

Lead:  Sherry  Hirota,  Asian  Health  Services 
Carmella  Castellano 
Yale  Ferguson 
Miya  Iwataki 
Nina  Maruyama 

B.  Membership  Assistance/Plan  Coverage  Information 

Lead:  Katherine  Mason,  Health  Plan  of  San  Mateo 
Yale  Ferguson 
Miya  Iwataki 
Brenda  Romney 

C.  Health  Care  Provider  Orientation  and  Training 

Lead:  Lillian  Chan,  Kaiser  Permanente 
Yale  Ferguson 
Rosanna  Jackson 
Renee  Shiota 
Carmella  Woll 

D.  Health  Education 

Lead:  Debra  Oto-Kent,  Health  Education  Council 
Garth  Collins 
Yale  Ferguson 
Rosanna  Jackson 
Veronica  Murillo 

E.  Qualifications  of  Interpreters 

Lead:  Gaetano  Zanfini,  Serra  Medical  Clinic 
Jay  Davis 
Veronica  Murillo 
Luong  Nguyen 
Carmella  Woll 
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F.       Staffing/ Appointments  and  Medical  Advice 

Lead:  Arnoldo  Torres,  California  Hispanic  Health  Care  Association 
Miya  Iwataki 
Curtis  Lang 
Luong  Nguyen 
Carmella  Woll 


G.  Membership  Satisfaction 

Lead:  Jean  Gilbert,  Kaiser  Permanente 
Katherine  Mason 
Carol  Hines 

H.  Data 

Lead:  Peter  Kunstadter,  Institute  for  Health  Policy  Studies 

I.  Enforcement 

Lead:  Arnoldo  Torres,  California  Hispanic  Health  Care  Association 
Carmella  Castellano 
Miya  Iwataki 
Deborah  Dillon  Lightfoot 
Sean  O'Brien 
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VI.  MEMBERSHIP  OF  THE  CULTURAL  AND  LINGUISTIC  REQUIREMENTS 
SUBGROUP 


Barbara  Marquez,  Chair 
Cultural  and  Linguistic  Requirements  Subgroup 

Calvin  Freeman,  Chief 
Office  of  Multicultural  Health 
California  Department  of  Health  Services  (CDHS) 


Frank  Alvarez 

Kaiser  Permanente  -  Northern  California 

Johanna  Asarian-Anderson 

Los  Angeles  County  Dept.  of  Health  Services 

Rosemary  Bishop 

Legal  Aid  Society  of  San  Diego 

Joice  Bliatout 

Kings  Winery  Medical  Clinic  -  Fresno 

Adelbert  L.  Campbell 

Bay  Area  Black  Health  Consortium 

David  Campt 

University  of  California,  San  Francisco 

Andrea  Carlos 

Consultant  -  South  Pasadena 

Carmela  Castellano 

Public  Advocates  -  San  Francisco 

Lillian  Chan 

Kaiser  Permanente  -  Sacramento 

Dori  Childress 

CDHS/Managed  Care 

Garth  Collins 

San  Francisco  Dept.  of  Public  Health 

Ludlow  Creary,  MD 

King/Drew  Medical  Center 

Deane  Dana  III 

Health  Care  Consultant  -  Sacramento 

Jay  B.  Davis 

Universal  Care  -  Long  Beach 

Yale  Ferguson 

Blue  Cross  of  California 

George  Flores,  MD 

Sonoma  County  Public  Health  Department 

Diane  Ford 

CDHS/Office  of  County  Health  Services 

James  Forde 

California  Black  Health  Network 

Jose  Fuentes 

Department  of  Health  and  Human  Services  -  Region  IX 

Barbara  Gallaway 

CDHS/Nurse  Consultant  Network 

M.  Jean  Gilbert 

Kaiser  Permanente  -  Pasadena 

Jim  Gonzalez 

FHP/Health  Care  -  Sacramento 

Jose  Gonzalez 

Viva  Health  Plan  -  Monterey  Park 

Sandra  Smith  Goss 

Sutter  Senior  Care  -  Sacramento 

Robin  Gray 

CDHS/Emergency  Preparedness  and  Injury  Control 

Cyndi  Guerra 

CDHS/Project  LEAN 

Monicka  Guevara 

Alameda  County  Agency 

Francisca  Guzman 

California  Cultural  Competency  Project/UCB 

Jennie  Chin  Hansen 

On  Lok  Senior  Health  Services 

Willie  Hausey 

Western  Association  of  Community  Health  Centers 

Marianne  Hernandez 

CDHS/Mammography  Screening  Project 

Carol  Hines 

Cigna  HealthCare  of  California  -  Glendale 

Sherry  Hirota 

Asian  Health  Services  -  Oakland 

Miya  Iwataki 

Los  Angeles  County  Dept.  of  Health  Services 

Rosanna  Jackson 

California  Urban  Indian  Health  Council  -  Sacramento 

Virginia  Leung  Jang 

CDHS/Chronic  Disease  Risk  Reduction 

Jessica  Jim 

Pit  River  Health  Service 

Clarisse  Kresser 

California  Childrens  Hospital  Association 

Peter  Kunstadter 

Institute  for  Health  Policy  Studies/UCSF 

Steven  Krivit 

California  Wellness  Foundation 

Curtis  Lang 

CDHS/Primary  Care  and  Family  Health 
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Anthony  Largo 
Deborah  Dillon  Lightfoot 
Diane  Littlefield 
Judith  Ludwick 
Jo  Ann  Madigan 
Beth  Maerten 
Lia  Margolis 
Nina  Maruyama 
Katherine  Mason 
Sally  McCade 
Florence  McCarthy 
Santiago  Munoz 
Veronica  Murillo 
Sandra  Navarro 
Luong  Nguyen 
Sean  O'Brien 
Debra  Oto-Kent 
Ira  Pollack 
Valerie  Purnell 
Mickey  Richie 
Connie  Chan  Robison 
Brenda  Romney 
Joan  Rupp 
Peter  Schilla 
Kazue  Shibata 
Beth  Shipley 
S.  Renee  Shiota 
Rene  Topalian 
Arnoldo  Torres 
Lianne  Urada 
Carmen  Villalobos 
Alan  Watahara 
Elaine  Williams 
Norman  Willis 
Julie  Winesuff 
Carmella  Woll 
Gaetano  Zanfini 


Riverside-San  Bernardino  County  Indian  Health,  Inc. 
CDHS/Audits  and  Investigation 
CDHS/Office  of  Multicultural  Health 
Community  Services  Planning  Council-Sacramento 
Education  Program  Associates  -  Campbell 
Community  Services  Planning  Council-Sacramento 
Los  Angeles  County  Dept.  of  Health  Services 
County  of  Alameda  -  Finance 
Health  Plan  of  San  Mateo 

Community  Services  Planning  Council-Sacramento 

Edgemoor  Geriatric  Hospital  -  Santee 

California  Association  of  Public  Hospitals 

Education  Program  Associates-Campbell 

March  of  Dimes  Defects  Foundation  -  Northern  California 

River  City  Medical  Group  -  Sacramento 

Health  Net  -  Van  Nuys 

Health  Education  Council  -  Sacramento 

Department  of  Health  and  Human  Services  -  Region  IX 

Children  Now  -  Sacramento 

County  Health  Executives  Association  of  California 

CDHS/Office  of  Multicultural  Health 

Planned  Parenthood  Affiliates  of  California 

University  of  California,  San  Diego 

Western  Center  on  Law  and  Poverty  -  Sacramento 

Asian  Pacific  Health  Care  Venture  -  Los  Angeles 

California  Cultural  Competency  Project/UCB 

MCH  Network/Education  Program  Associates 

County  of  Los  Angeles  Department  of  Health  Services 

California  Hispanic  Health  Care  Association 

Asian  Pacific  Health  Care  Venture  -  Los  Angeles 

Santa  Barbara  County  Health  Department 

California  Cultural  Competency  Project/UCB 

Charles  Drew  University  of  Medicine  and  Science 

CA  Certification  Board  of  Alcohol  &  Drug  Counselors 

California  Medical  Association 

Education  Program  Associates  -  Campbell 

Sena  Medical  Center 
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Appendix  A 


To      All  Mcdi-Cal  Field  Office  Administrators 


1/* 


Svbjc-.Jfiterpi-eti  ve 
Services 


From    Medical  Care  Services 
714  P  Street,  Room  1253 
Sacramento,  CA  95814 


WUf,/r)f;; 


Jl^naination  complaints  being  lodged  against  some  hospitals  and  Depn, Z  f 
0.  r.scuh  Services     To  clarify  any  misunderstanding  that  staff  w 
tins  issue      would    ike  to  make  it  clear  that  horpitaTs  wh  ch   ontract  \ U  h 
;~  V-^"  V  1  <       :i."U.h..s«rv*c«  f0»"  inpatient  hosoital  i^V.V^I 
'  :,r  -'.V,  t0  e"Vr  =  :(:£I  ^ungual  translation  and  interpret*!-  s=rvirc"; 

r  c  ;:?;:s\%^,.R.C?:.EnA1{?!!  «d  "al*<  spea^n^UnVfVcUrret 
served  -*  -*'-c  c*  Ulcir  S'-^-P  raprasanUd  in  the  population  ^i.ig 

a'lCi  F€ci5'"c  '    '*ws  re(lu*ire  t h i. t  no  provider  (hos"iza11  <nj}i 
disc,  ainatt  in  the  provision  of  services  because  of  race,  color    relic. ion 
national  origin,  sex,  age  or  mental  or  physical  handicap.  religion, 

if  you  have  any  questions  regarding  the  issue  of  interprnter  service  to 

\nl  c?  ciry^n^^J  W  EnS1J,h  Speaking  ^ne'f  fciaries  plea  e 
(ATSS)  4S5-0576  ^  °f  CiVil  RightS  £t  <915>  «S-057S  or 


/  John  Rodriguez  l>;  '-^ 

y  . Deputy  Oi rector 


cc:    Thelina  Fraziear,  Chief 

Hedi-Cal  Operations  Division 

PI iney  Youwj,  Chief 
Office  of  Civil  Ricjiits 
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Appendix  B 

BRIEFING  PAPER  ON  BILINGUAL  SERVICE  REQUIREMENTS 


UNDER  TITLE  VI 


Prepared  by 

Ira  Pollack 
nona  ,  Assistant  Regional  Counsel 
Department  of  Health  and  Human  Services 

Stfon  %TsAk  F2RU-SpCtSaeCti0n 
recipients  of  federal  financial  aaa^J       f"    Part  80'  Prohibits 
Health  and  Human  Services ^^h^^SSlSn^Z         De?artment  of 
on  race,   color,   or  national  origir i      £he  r^W^  persons  b^ed 
section  80.3   (b)    m  states    Tn 9l!l+* Th«  regulation  at  45  c.f'.r. 

may  not,   director  J5JKSlffi  2^5^*  a  reciPient 

utilize  criteria  or  methods  of  ?1     }■        other  arrangements, 

of  subjecting  individuals tc °discr^  h9Ve  the  effec* 

color,  or  national  origin.      aiscriminatlon  because  of  their  race, 

^pE^UEST^  Jg£  ^ingual  services  to  lifted 
been   held   to   have7  a  diicSSK^ 

depriving  them  of  equal  access  to  VnH  k  ?  Persons  by 
participation  in  the  recipient's  •  by     llmiting  their 

VI  regulations.  reciP^nt  s  program  in  violation  of  the  Title 


In   Lau   v.    Nichols ,    414    u  c      efi,    ,  1  Q_  .  . 

that  the  failure  of  a  schoo? "district  IV  '  the„  SuP«me  c°urt  ruled 
to  Chinese  elementary  and  secontov '^0^^^  bilingual  services 
VI.  The  Court  held  that  th^TitL  vt  i  St?dents  violated  Title 
Section  80.3  (b)  (i)  and  ?21 ,  SShYJJ re^1ulatlons  at  45  c.f.r. 
provision  or  availability  of  servicJs  1  discrimination  in  the 
is  unintentional.  Y       services  even  where  the  discrimination 

22  3*i^i?£l£^£°&  haS  taken  the  P°-tion  that  the 
of  recipients  wi?hP respect  to  T'^  the  Title  VI  ^ligations 
services  to  LEP  person! Specif  i«i  ft    t?1?"  °f  health  and  hu^n 

there   is  a  significant'  I*P^u"&  ^IS*  *  that  Where 

federally  assisted  health  or  JrF^ iatlon  .ln  the  service  area  of  a 

may  be  MqiSiS^  ^SS^eS^S^l.^Sf^  Provider'  the  provider 
opportunity  to  participate  to  Iep  »™„  ^Ure  equal  access  ™* 
the  provision  of  Im^^jS^.SSTTS;.  StSpS  may  include 

employees,  and  the  l^^l^i^jJ^^lcV^  of  bilingual 
materials  in  the  primary9  language  fa?  of the.  Proy.lsl°n  °f  written 
groups.  v  Y    ian<3uage(s)    of    significant  population 


As    the    regulation    now  stands 


—  i.  uxuu    now    stands      nrn    t./i  1  i 

violation  of  Title  VI  wi?h«„?  L    °CR.wlU    not    generally    find  a 
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Append  i  x   B  con  t. 


bilingual  services.  Examples  of  practices  which  would  lead  to  a 
violation  finding  under  Title  VI  are  providing  services  to  LEP 
persons  which  are  more  limited  in  scope  or  that  are  lower  in 
guality  than  those  provided  to  other  persons;  subjecting  LEP 
persons  to  unreasonable  delays  in  the  delivery  of  services;  and, 
requiring  LEP  persons  to  provide  their  own  interpreters  or  to  pay 
for  the  services  of  interpreters.  A  policy  stating  that  family 
members  will  be  used  as  interpreters  would  violate  Title  VI. 
However,  the  LEP  person  can  request  that  a  family  member  be  allowed 
to  serve  as  an  interpreter  if  the  recipient  informs  the  LEP  person 
that  a  qualified  interpreter  will  be  provided  to  him  at  no  charge 
if  desired.  Other  examples  of  prohibited  practices  include 
limiting  participation  in  a  program  or  activity  on  the  basis  of 
English  proficiency,  and  providing  services  to  LEP  persons  that  are 
not  as  effective  as  those  provided  to  those  who  are  proficient  in 
English. 

In  the  hospital  compliance  review  context,  OCR  enforces  Title  VI  by 
securing  data  concerning  the  number  of  LEP  persons  and  languages 
spoken  in  the  hospital's  service  area,  and  reviewing  the  hospital's 
policies  and  procedures  to  ensure  that  services  to  LEP  persons  are 
provided  without  discrimination.  The  failure  of  the  hospital  to 
have  a  policy  or  procedure  to  provide  services  to  LEP  persons,  or 
the  lack  of  qualified  interpreters  on  staff,  usually  will  not 
support  a  violation  of  Title  VI  in  the  absence  of  OCR  being  able  to 
show  that  a  person  has  in  fact  been  harmed  by  these  circumstances. 


Where  OCR  finds  that  inadequate  policies  are  in  place,  or  that 
unqualified  or  an  insufficient  number  of  persons  are  on  the 
interpreter  lists,  OCR  generally  treats  the  matter  as  one  of 
preventative  civil  rights,  and  informs  the  hospital  that  its 
policies  and/or  procedures  are  inadequate  and  that  if  the  policies 
and/or  procedures  are  not  changed,  it  could  lead  to  a  violation  of 
Title  VI  and  harm  to  LEP  individuals  in  the  future.  OCR  will  then 
work  with  the  facility  in  order  to  have  it  implement  appropriate 
policies  and  procedures  to  ensure  that  LEP  persons  receive  the  same 
services  as  English-speaking  persons. 
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PRIMARY  CARE  EFFECTIVENESS  REVIEW 
CULTURE  and  LANGUAGE  SECTION 


INTRODUCTION  TO  REVIEW  PROTOCOL 

This  introduction  supplements  the  general  introduction  to  the  PCER, 
The  Culture  and  Language  Review  Protocol  surveys  the  cultural 
competence  of  health  centers.  Cultural  Competence  is  defined  as  a 
set  of  congruent  behaviors,  practices,  attitudes  and  policies  that 
come  together  in  a  system  or  agency,  enabling  effective  work  to  be 
done  in  cross-cultural  situations.  Cultural  competence  is  a 
continuum  that  ranges  from  cultural  destructiveness  to  cultural 
proficiency.  Because  of  the  complexity  of  each  culture  as  well  as 
the  multiplicity  of  cultures,  it  is  impossible  for  any  individual 
or  organization  to  always  be  culturally  proficient.  The  capacity 
to  deal  effectively  in  cross-cultural  situations  will  vary 
depending  on  the  situation.  The  process  of  acquiring  those  skills 
is  called  becoming  culturally  competent.  Therefore,  one  should 
view  cultural  competence  as  a  developmental  process. 

This  Culture  and  Language  Review  Protocol  examines  systems  that 
support  cultural  competence  in  health  centers.  These  systems  are 
either  required  by  law  or  recommended  for  culturally  competent 
health  care. 

During  the  PCER  the  reviewer  will  need  to  examine  any  policies  that 
address  the  cultural  competency  of  the  organization.  Ideally,  each 
health  center  should  have  a  plan  with  the  following  elements: 

1.  What  are  the  language  and  cultural  groups  in  the  target  area 
and  how  this  assessment  has  been  made. 

2.  How  the  special  needs  of  these  language  and  cultural  groups 
are  assessed. 

3.  A  list  of  the  special  needs  of  these  groups. 

4.  List   arrangements   that   have   been  made   to  meet   the  special 
needs  of  these  groups. 

5.  How  the  staff  bridges  linguistic  and  cultural  differences  of 
the  various  cultural  groups. 

6.  How    services    to    these    language    and    cultural    groups  are 
evaluated . 
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competence.  systems    in    place    to    support  cultural 
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REFERENCES 

Legislation 


Section  329  -  42  U.S.C.  254b  (f)(3) (J) 
Section  330  -  42  U.S.C.  254c  (e) (3) (J) 


VaSS  J  °  r  WhlCh  Serves  a  Puliation  including  a 
abm?C  ?hoPr°P?rtT  individuals  of  Uraited  English-speaking 
^!,th  C^ter  nas  (i) developed  a  plan  and  made  arrangements 
S  ?£f  *  «?  the  ".ea1f,  °f  SUCh  P^lation  for  providing  services 
anntoL?^  Prac^cable  in  the  language  and  cultural  context  most 
appropriate  to  such  individuals  and  (ii) identified  an  individual  on 

i^nnn^K^  ^  13  ln  ^0tP  that  l^uage  and  English  and  whose 

responsibilities  shall  include  providing  guidance  to  such 
individuals  and  to  appropriate  staff  members  with  respect  to 
cultural  sensitivities  and  bridging  linguistic  and  cultural 
airterences . " 

Regulations 

Migrant  Health  Centers  -  42  CFR  Section  56.303   (1)   {paqe  254) 
Community  Health  Centers  -  42  CFR  Section  51c. 303  (1)   {page  195} 

"In  the  case  of  a  center  which  serves  a  population  including  a 
substantial  proportion  of  individuals  of  limited  English-speaking 
ability,  have  developed  a  plan  and  made  arrangements  responsive  to 
the  needs  of  such  populations  for  providing  services  to  the  extent 
practicable  in  the  language  and  cultural  context  most  appropriate 
to  such  individuals,  and  have  identified  an  individual  on  its  staff 
"  °  'rf   in  that  ,  lavage   and   in   English   and  whose 

responsibilities  include  providing  guidance  to  such  individuals  and 
to  appropriate  staff  members  with  respect  to  cultural  sensitivities 
and  bridging  linguistic  and  cultural  differences.  ■  If  more  than  one 
non-English  language  is  spoken  by  such  group  or  groups,  and 
individual  or  individuals  fluent  in  those  languages  and  English 
must  be  so  identified." 

Program  Expectations_ 

Care  should  be  provided  in  a  culturally  sensitive  manner.   (Page  20) 
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ADMINISTRATION 

for9eachSs°ite!^  EngliSh  Sp°ken  at  Clinic  (use  a  separate  sheet 


* 

Language 

Estimated 
%  of 

users  who 

speak 

language 

Ethnic/racial  breakdown: 


Race/Ethnicity 

Percent  of 

total 

patients 

Percent  of 
community 
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1.  Is  there  a  written  plan  that  outlines  the  policies  and 
procedures  used  to  deal  with  health  center  patients  who  are 
limited  English-speaking? 

YES  NO   NOT  EVALUATED  

SOURCE/ NOTES: 


2.      Is  cultural  competency  training  provided  for  staff? 

YES   NP   NOT  EVALUATED  

SOURCES /NOTES: 


3.      Is   cultural   competence  part  of   the   recruiting  and  hiring 
requirements? 

YES  NP   NOT  EVALUATED  

SOURCES /NOTES: 


4.      Is  cultural  competence  part  of  the  annual  staff  evaluation 
criteria? 

Y£S   NP   NOT  EVALUATED  

SOURCES/NOTES: 
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1.  Has    the    center    arranged    for    providing    services    in  the 
language (s)  of  limited  English-speaking  clients? 

YES   NO   NOT  EVALUATED  

SOURCE/NOTES: 

2.  Is  cultural  and  linguistic  competence  a  part  of  the  QA  plan? 

YES   NO   NOT  EVALUATED  

SOURCES /NOTES: 

3.  Do  medical  records  state  the  patient's  language  preference? 

YES   NO   NOT  EVALUATED  

SOURCES /NOTES: 

4.  Are  clinic  signs  in  appropriate  language (s)? 

YES   NO   NOT  EVALUATED  

SOURCE/NOTES: 

5.  Is  there  a  protocol  to  handle  patient  complaints  in  languages 
other  than  English? 

YES   NO   NOT  EVALUATED  

SOURCE/ NOTES: 
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6.      Are  providers  trained  to  communicate  through  interpreters? 
YES   NO   NOT  EVALUATED 


SOURCE/NOTES: 


7.      Is  special  training  required  for  medical  interpreters? 
YES   NO   NOT  EVALUATED 


SOURCES /NOTES: 


Is  special  training  provided  for  medical  interpreters? 
YES   NO   NOT  EVALUATED 


SOURCES /NOTES: 


Are  interpreters  supervised  by  persons  who  understand  the 
languages  being  interpreted?  If  not,  how  is  the  quality  of 
the  interpretation  evaluated? 

YES   NO   NOT  EVALUATED 


SOURCES /NOTES: 

10.     Is   special   training  required   for  persons   conducting  health 
education  in  languages  other  than  English? 

YES   NO   NOT  EVALUATED  

SOURCES/NOTES: 
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11.    Is  ongoing  training  provided  for  interpreters  and  persons  who 
conduct  education  in  languages  other  than  English? 

YES  NO  NOT  EVALUATED 


SOURCES /NOTES: 


12.    Are  the  forms  that  patients  are  asked  to  sign  in  appropriate 
languages? 

YES  NO  NOT  EVALUATED 


SOURCE/NOTES: 


13.    Are  the  persons  making  appointments  able  to  communicate  with 
limited  English-speaking  patients? 

YES  NO  NOT  EVALUATED 


SOURCE/NOTES: 


14.     Is  the  person  answering  the  phone  able  to  communicate  with 
limited  English-speaking  patients? 

YES  NO  NOT  EVALUATED 


SOURCE/NOTES: 


15.    Is  the  person  at  the  cashier's  window  able  to  communicate  with 
limited  English-speaking  patients? 

YES  NO  NOT  EVALUATED 


SOURCE/NOTES: 
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. 

16.     Are  pharmacy   instructions  given   in  the  patient's  language 
(both  written  and  oral)? 

YES   NO   NOT  EVALUATED 


SOURCE/NOTES: 


17.     Is  the  after-hours  answering  service  able  to  communicate  with 
limited  English-speaking  patients? 

YES   NO   NOT  EVALUATED 


SOURCE /NOTES: 


18.     Is  the  after-hours  provider  able  to  communicate  with  limited 
English-speaking  patients? 

YES   NO  NOT  EVALUATED  ' 


SOURCE /NOTES: 


19.  Are  special  interpretation  arrangements  made  for  limited 
English-speaking  patients  who  are  referred  to  hospitals  and 
specialty  services? 

YES   NO   NOT  EVALUATED 


SOURCES /NOTES: 
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